
Lower motor neuron syndrome
and HIV infection
A 33 year old right handed male injection
drug user presented with a 4 week history of
progressive shoulder and upper arm weakness
and difficulty in speaking, together with a 2
week history of fever and a productive cough.
He had been HIV-1 antibody positive for 16
years, had no AIDS defining illness, and was
on no antiretroviral therapy. The CD4 count
was 110 cells ×106/l and viral load was 56 000
copies/ml. There was no past history of, nor
had the patient recently been vaccinated
against, poliomyelitis; the patient was HB
anticore and hepatitis C antibody positive.
There was no family history of neurological
disease.

On examination there were signs of a right
basal pneumonia; general examination was
otherwise normal. Neurological examination
showed he was alert and orientated, dysar-
thric, and had bilateral facial weakness worse
on the left; the palate deviated to the right and
there were fasciculations of the tongue, which
was not wasted. Neck flexion was weak. The
other cranial nerves were normal. In the limbs
tone and sensation were normal. In the arms
power (MRC grade) was 2/5 in the shoulders,
4−/5 in the elbows and wrists/fingers. In the
legs power was 4−/5 globally. Reflexes were
absent in the left biceps, triceps, and supina-
tor but otherwise they were intact; plantar
reflexes were flexor.

Blood cultures grew Streptococcus pneumo-
niae; with broad spectrum antibiotics the
patient recovered from the pneumonia. An
electromyogram showed widespread denerva-
tion in all muscle groups tested (left masseter,
right sternomastoid, deltoid, biceps, first dor-
sal interosseous, vastus medialis, and tibialis
anterior). Nerve conduction studies revealed a
mild sensory neuropathy. There was no
evidence of multifocal motor neuropathy with
conduction block. Tests were performed in
order to exclude secondary causes of a lower
motor neuron syndrome, other than HIV
itself. These gave normal results for urea and
electrolytes, liver function tests, calcium and
phosphate, random blood glucose, CPK, thy-
roid function tests, serum electrophoresis
(polyclonal gammaglobulinaemia only),
serum B12, and RBC folate. Negative results
were obtained for serum lead, TPHA, rheuma-
toid latex, ANA, ANCA and autoantibody
screen, acetylcholine receptor antibodies,
anti-ganglioside antibodies, anti-neuronal
nuclear antibody type 1 and anti-Purkinje cell
cytoplasmic antibody type 1 antibodies,
HTLV-1 and HTLV-2 antibodies, and Lyme
serology. Magnetic resonance imaging of the
head, corticomedullary junction and cervical
spine, with and without contrast, was normal.
The patient declined further investigation and
antiretroviral therapy. He deteriorated and
died 3 weeks later. Necropsy was not per-
formed.

Moulignier et al described six HIV infected
patients who presented with a rapidly pro-
gressive disorder resembling amyotrophic lat-
eral sclerosis (ALS); all patients showed
neurological improvement with antiretroviral
therapy.1 These cases had a mixture of upper
and lower motor neuron signs, unlike this
case, which had only lower motor neuron
signs, resembling the progressive muscular
atrophy variant of ALS.2 This presentation has
previously been reported in an HIV infected
patient who improved with antiretroviral
therapy.3

HIV is therefore in the differential diagnosis
of patients presenting with a motor neuron

disease-like syndrome, in addition to those
previously described—including cervical
spondylosis, hyperthyroidism and hypo-
thyroidism, heavy metal poisoning, and
multifocal motor neuropathy with block. In
the general population a viral aetiology for
motor neuron disease has been suggested.4

Reports of clinical improvement in response
to highly active antiretroviral therapy, con-
comitant with suppression of viral load, and
increases in CD4 counts lend support to the
hypothesis of HIV as an aetiological agent for
this presentation.1 3 5
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Syphilis specific antibodies in
newborn infants in Lower
Saxony, Germany 1993–2001
In 1979, a test to detect syphilis specific anti-
bodies was added to the neonatal screening
programme for metabolic diseases in Lower
Saxony.1 We report test results for the period
1993 to the end of 2001 (684 156 samples).
Analysis of data included calculation of
annual incidence rates, dependency of mater-
nal age, and birth weight of infants on the
incidence of positive results.

Neonatal screening for syphilis specific
antibodies does not aim (and is not able) to
diagnose congenital syphilis. The goal of our
test is to remind physicians responsible for the

infants of the positive history of the mother,
so they can check whether sufficient treat-
ment of the maternal infection can be proved
or whether further measures are necessary.2

Material was eluted from dried blood sam-
ples collected on filter paper. Syphilis specific
antibodies were identified using Treponema
pallidum haemagglutination (TPHA) test (Fu-
juzoki, Tokyo, Japan) or, since 1999, Treponema
pallidum particle agglutination (TPPA) test
(Fujirebio Inc, Tokyo, Japan). Extract and
suspension of sensitised erythrocytes or parti-
cles were mixed at a dilution of 1:80. All sam-
ples showing a reaction at this dilution were
assessed as being positive and retested for
quantification of antibodies. Both test ver-
sions are based on indirect particle agglutina-
tion caused by 7S-IgG and 19S-IgM antibod-
ies against Treponema pallidum.

During the observation period the inci-
dence of infants with a positive test result
increased significantly from 11.05 cases per
10 000 infants in 1993 to 19.73 cases per
10 000 children in 2001 (R2 for the linear
regression: 0.75, p = 0.003) (fig 1). The level of
significance would be even higher if it took
into account that the formerly used TPHA test
produced a small but not exactly defined
number of false positive results.

In former years, the incidence of syphilis
antibodies in newborns increased with mater-
nal age. Recently, age distribution of mothers
of antibody positive babies changed: a large
number of young mothers had babies with
positive antibodies. Data for the years 1993-7
were compared with those of 1998–2001 by
using the χ2 test (two tailed p values). The
most obvious change occurred in the group of
20–24 years old and 25–29 year old mothers (p
<0.001).

A significant correlation between birth
weight and the probability of a positive test
result was found. Data on birth weight were
available for 405 786 newborns (81.2%). The
incidence (cases per 10 000 tested infants) of
syphilis antibodies in very low birthweight
infants (<1500 g) and in low birthweight
infants (<2500 g) was significantly higher
(45.4 v 27.3, p<0.001 v 0.002) than in the total
group (19.2).

Although the syphilis test was not intro-
duced for epidemiological reasons, some con-
clusions can be drawn with respect to
epidemiology. Firstly, there has been a signifi-
cant rise in the incidence of syphilis antibody
positive infants in the past 9 years, indicating
an increasing number of young women who
had or have a syphilis infection. Therefore,
physicians in charge of newborn infants must
be aware of the increasing probability of find-
ing a congenital infection. Secondly, the prob-
ability of a positive test result is higher in low
birthweight infants and in infants of younger
mothers.

Figure 1 Trend of incidence of syphilis specific antibodies in newborns in Lower Saxony,
1993–2001.
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Chlamydia testing before
termination of pregnancy
In Nottingham all women undergoing a
termination of pregnancy (TOP) through the
NHS sector are screened for Chlamydia tracho-
matis and Neisseria gonorrhoeae and receive
preoperative antichlamydial prophylaxis. Not-
tingham has a high level of both chlamydial
and gonococcal infection, hence the need to
include dual screening.

In order to maximise service capacity and
provide sufficient access for women request-
ing a TOP some procedures are contracted out
to external services such as the British
Pregnancy Advisory Service (BPAS). Hence,
we read with interest the paper by Mallinson
and colleagues.1

In our service, to ensure that all patients
receive a standard level of care, C trachomatis
and N gonorrhoeae screening pre-TOP has been
incorporated into the local NHS contract with
BPAS. The screening is by nucleic acid ampli-
fication from a urine sample. A protocol for
referring positive results to the local genito-
urinary medicine (GUM) clinic with the
patient’s permission is incorporated into the
programme to allow follow up and partner
notification.

Mallinson et al report that only 35% of
women would have screening for C trachomatis
if they had to pay a supplementary charge for
the test, even if this was low, at 20, compared
to the private cost of a TOP.

Identification and treatment of genital
infection is key to good sexual health and
although prophylactic antibiotic therapy will
protect against immediate complications of
the operative procedure it will not allow for
contact tracing and avoidance of re-
acquisition, nor will it deal with the commu-
nity pool of infection.2 For areas with a high
prevalence of N gonorrhoeae infection addi-
tional screening should be considered.

We believe that all services offering TOP,
whether NHS or privately funded, should
have screening, treatment, and a contact trac-
ing plan incorporated into the procedure. The
costs of screening should be included in the

package and not be an optional extra. This is
particularly important for women who, at a
vulnerable time, may not be aware of the
wider health benefits of screening.
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Recent pilot studies of chlamydia
screening
The recent pilot studies of chlamydia screen-
ing in Portsmouth and the Wirral show that
there is a substantial burden of chlamydial
infection in young women and that high
uptake of screening and good coverage of the
target population can be achieved.1 2 This is
important. However, the pilot studies do not
demonstrate the effectiveness of chlamydia
screening in reducing either morbidity or the
prevalence of infection (nor were they de-
signed to do this). In fact, further screening
(in the recall study3) of the same target group
in the same settings, approximately 16
months after the pilot screening had ended,
shows no change in chlamydia prevalence:
11.2% (pilot) v 11.9% (recall) in the Wirral
and 9.8% v 11.4% in Portsmouth. Opportunis-
tic screening continued after the pilot in fam-
ily planning clinics in the Wirral, but there has
been no reduction in chlamydia prevalence
(11.4% during March-August 2000 compared
with 12.4% during March-August 2002).

It would be wrong to conclude that oppor-
tunistic screening does not work. The incidence
of chlamydia in the United Kingdom appears to
be rising and it may be that the prevalence
found in the recall study would have been
higher still in the absence of earlier screening
and treatment. Thus, controlled studies are
needed to determine effectiveness empirically.
Economic modelling is important for assessing
the long term effects of different screening sce-
narios but is of little value without reliable
empirical data for which it cannot substitute.

The accompanying editorial4 addresses im-
portant questions about screening men, screen-
ing in primary care, and asks “what further
evidence is required before national screening
for all at-risk groups?” Screening both sexes is
clearly a more expensive, but potentially more
cost effective, strategy than screening women
alone. Since the vast majority of general
practices outside the pilot areas are not
currently involved in any organised screening
programme, the ideal opportunity now exists
for a randomised evaluation of different
strategies to determine the most cost effective
approach to screening in general practice.

In reality, any screening programme in gen-
eral practice would take considerable time to
be introduced on a large scale. Phased
introduction in the context of a randomised
trial poses no ethical problems because the

optimal approach (for example, women or
both sexes? opportunistic or cyclical?) is
unclear and no strategy has yet been shown to
reduce chlamydia prevalence or morbidity in
the United Kingdom.

We propose a trial in which general
practices would be randomised to screening
young women alone, screening young men
and women, or to no defined screening
programme. Effectiveness would be deter-
mined by comparison of chlamydia preva-
lence or associated morbidity across the three
arms at follow up. Such a trial, combined with
an economic evaluation of the different
screening strategies, would provide the direct,
robust evidence that is currently lacking but
essential to achieve effective control of
chlamydia in the United Kingdom through
wise use of resources.
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NOTICES

7th European Society of
Contraception Seminar
An ESC seminar entitled: “Contraception
practice in Europe: differences in availability
and accessibility” will be held in Budapest,
Hungary, on 12–13 September 2003.
Further details: ESC Central Office, Ess-
enestraat 77, B-1740 Ternat, Belgium (tel: 32 2
582 08 52; fax: 32 2 582 55 15; email:
esccentraloffice@contraception-esc.com and
website: http://www.contraception-esc.com/).

8th European Society of
Contraception Congress
The 8th European Society of Contraception
Congress will be held from 23-26 June 2004 in
Edinburgh, Scotland, United Kingdom. Fur-
ther details: ESC Central Office, c/o Orga-Med
Congress Office, Essenestraat 77, B-1740
Ternat, Belgium (tel: 32 2 582 08 52; fax: 32 2
582 55 15; email: orgamed.ann@pandora.be
and website: http://www.contraception-
esc.com/edinburgh.htm).
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